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ABSTRACT 

The articles in this feature or theme issue describe 
successful approaches to positive, community-based management of 
severe challenging behavior. Programs include: a train-the-tralner 
si:rategy for inservlce training used across the country; the use of 
student volunteers >-\s community integration facilitators; a 
school-based intervention project for 3-8 year olds with challenging 
behavior; and a frameworX for clinical treatment combining functional 
assessment with psychotropic drugs. The issue also addresses 
considerations and research findings related to quality of life and 
community integration and Includes the stories of four individuals 
whose severe behaviors were remediated in community settings. Major 
articles includej "Ken: Building a Better Life" (Mary Plggott); 
"Removing the Barriers" (Joe Reichle); "Joining the Community" (Laura 
Plche et al.); "Quality of Life for People with Challenging Behavior 
Living in Community Settings" (Sheryl Larson); "Community Integration 
Programming as a Preventive Approach to Challenging Behavior" (Brian 
Abery and Becky Lundeen) ; "At Home in the Community"; "Inservlce 
Training Project: Support for Community Living" (Richard W. Albln) ; 
"Learning to Work: Jack's story" (Gerry Nord); "Breaking the Cycle of 
Challenging Behaviors: Early Treatment Key to Success" (David Wacker 
et al.); "Psychotropic Drugs and Developmental Disabilities: From 
Form tc Function" (Timothy D. Hackenberg and Travis Thompi^on^ ; and 
"Summary of the National working conference on Positive Approaches to 
the Management of Challenging Behavior". (DB) 
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Ken takes a snack break with one of his roommates in the kitchen of their house. 

Ken: Building a Better Life 

by Mary Piggott 

Ken developed normally during his first year of life. As he ncared age two, 
his rate of development slowed and his family became concerned. He spent hours 
staring into space, was fearful of sounds, did not interact much with other people 
in his life, and his speech was very limited. After many medical evaluations his 
parents were told that Ken had autism. 

Ken was served by several presc'.sool and school programs for the next several 
years, but his problems increased until his parents felt unable to control his behav- 
ior. He was hyperactive, threw furniture, lit fires in the middle of the night and 
often ran away from home. The behavior problems seemed endless to the family, 
and the emotional and physical exhaustion of caring for Ken became unbearable. 

When he was 9 years old, staff from the county department of human services 
arranged for a residential provider in a neighboring 
state to care for Ken. His parents said the decision 
to have their son moved was the most difficult they 
had ever made. Over the next several years , Ken's 
behavior problems grew worse. He developed new 
and more challenging behaviors including 

Ken, continued on page 16 
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Individuals with severe challenging 
behavior can be served in and become 
productive members of the community. 
That is the theme of this issue of 
IMPACT. The articles in these pages 
describe successful approaches to 
positive, community-based management 
of challenging behavior, including: 

• A train-the-trainer strategy for in- 
service training used across the country. 

• A program using student volunteers as 
community integration facilitators. 

• A school-based intervention project for 
3-8 year olds with challenging behavior. 

• A framework for clinical treatment 
combining functional assessment with 
psychotropic drugs. 

In addition, this issue addresses consid- 
erations and research findings related to 
quality of life and community integra- 
tion of persons with challenging behav- 
ior, as well as areas for future research 
and training. Perhaps most significant 
aiie the stories of four individuals with 
challenging behavior who are on paths 
to satisfying lives in their communities. 
For each, behaviors ranging from 
potentially life-threatening to severely 
disabling were remediated in commu- 
nity settings. 

We hope these articles will stimu- 
late reexamination of attitudin U, policy, 
and informational barriers that prevent 
persons with challenging behavior from 
joining our communities. 
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2 Overview 



Removing the Barriers 

By Joe Reichle 



At one time or another, most of us have become 
sufficiently disturbed so that we emitted a behavior that 
challenged the standards of social acceptability. Kicking a 
vending machine that failed to dispense a beverage, slam- 
ming the receiver of a phone when angered by one's spouse 
calling to say he or she was working late, or yelling at one's 
own child who has just spilled orange soda on a new carpet: 
these are all examples of behavior that has the potential to 
disrupt the environment and other individuals residing 
within it. For the most part, these instances serve to remind 

At one time or another, most of us have 
become sufficiently disturbed so that we 
emitted a behavior that challenged the 
standards of social acceptability. 

us that we have failed to self-regulate our behavior and/or 
have failed to acceptably communicate our wants, needs, or 
dislikes. Unfortunately, some individuals have very limited 
self-regulation skills and equally limited repertoires of 
socially acceptable behavior. These individuals appear to be 
most at risk for the development of challenging behavior 
that result in self-injury or injury to others, cause damage to 
the physical environment, interfere with the acquisition of 
new skills, and/or socially isolate them. 

It is clear that individuals who engage in significant 
repertoires of challenging behavior have a more difficult 
time securing community residences and access to commu- 
nity services. Once a community residence has been found, 
individuals who engage in challenging behavior are far 
more likely to be readmitted to state institutions than their 
counterparts who do not engage in challenging behaviors. 
A large proportion of those remaining in large congregate 
living arrangements who have yet to become the beneficiar- 
ies of deinstitutionalization engage in serious patterns of 
challenging behavior. The 1987 National Medical Expendi- 
ture Survey reported that 23% of residents of private 
community facilities (serving 3-15 individuals per site) 
engaged in physically aggressive behavior directed at othei 
people, and 18% were reported to engage in self injury. A 
different study sampling 336 individuals with developmen- 
tal disabilities served in foster homes or small group homes» 
(serving six or fewer) obtained the same estimates. Provid- 
ing qualitatively sound integrated experiences in a range of 
community environments will require significant advances 
in our ability to identify functional relationships between an 
individual's challenging behavior and its provoking antece- 
dents and consequences. 

Within the past 10 years, significant advances have 



been made in moving from an assessment process that 
simply describes the form of challenging behavior being 
emitted to one in which behaviors are described in terms of 
the function that they serve. Intervention procedures arc 
increasingly based on our understanding of the social 
function(s) of a particular repertoire of challenging behav- 
iors. That is, aggression, self injury, and related behaviors 
have been demonstrated to be maintained by accessing the 
attention of others, obtaining goods/services, and escaping 
or avoiding undesired items/events. In some instances, the 
functional relationships between environmental conditions 
and challenging behavior are somewhat subtle. For ex- 
ample, simple task demands, unavailability of a desired item 
of clothing, absence of a favorite staff member, and crowd- 
ing in lines for a community service may provoke challeng- 
ing behavior. Similarly, certain medical conditions (i.e. 
toothache, earache) may precipitate or assist in mediating 
the emission of challenging behavior. Recent intervention 
strategies have focused on the relationship between an 
individual's inability to communicaie efficiently and his or 
her propensity to emit challenging behavior. This work has 
shown that where a communicative form is carefully 
matched to a person's repertoire of challenging behavior, the 
resulting acquisition of socially acceptable communication 
skills can have a dramatic influence on the decrease in 
challenging behavior emissions. 

A hopeful yet realistic goal should be that 
individuals with challenging behaviors be able 
to engage in a full range of life experiences 
without physical or social barriers. 

Socially acceptable alterations in environmental condi- 
tions as well as in the individual's behavioral repertoire can 
be undertaken to insure that the greatest level of effort is 
b 5ing placed on establishing living conditions that empha- 
size basic human dignity, rights of citizenship, and unique 
personhood for individuals who engage in challenging 
behavior. As has been noted, "...Researchers, advocates, 
and persons with developmental disabilities increasingly 
evaluate community services not solely on where they are, 
but on the extent to which they promote personal growth 
and development, foster typical social relationships, provide 
opportunities to participate in the community in socially 
valued ways, permit and encourage personal autonomy and 
respect, and protect basic rights. Arguably, it is with 
individuals who present serious problem behavior that these 
goals are most difficult to meet individually and collec- 
tively..." (Homer, Albin, & O'Neill, in press). 



Another pressing need in the realm of challenging 
behavior is preventing the emergence of such behavior. For 
example, we know that young children spend a significant 
amount of effort crying during their first several months of 
life. We also know that when they do cry, the environment 
often provides very immediate attention, desired items and 
events, or withdrawl of undesired items/events. Foitunately, 
before crying becomes a well established strategy to request 
or reject, most children begin to learn more socially accept- 
able forms of behavior that will serve the same function. 
Unfortunately, many infants and toddlers with developmen- 
tal disabilities may be delayed in acquiring socially accept- 
able methods of communicating, "I want that" or **I don't 
want that.'* In these cases, children may inadvertently be 
taught to use their socially unacceptable behavior to serve 
communicative functions such as requesting and rejecting. 
For example, assume that when a child cries, a doting parent 
immediately intervenes and delivers a bottle, makes the 
child more comfortable, or picks up the child. On some 
occasions the adult may not be immediately forthcoming. 
The child may bang on the side of the crib. Immediately 
after banging, the adult may consequate the child. If the 
cries and crib banging are consistently reinforced, over time 
the infant may learn that engaging in 
crying and crib banging serves as a 
strategy to obtain desirable events. 

Sometimes these less socially 
acceptable strategies become so well 
established that teaching a socially ac- 
ceptable alternative becomes quite 
challenging. With the recent advances in 
service delivery for very young children 
as a result of Public Law 99-457, the 
decade ahead offers tremendous opportu* 
nities for work with parents and care- 
givers in the area of preventing the 
emergence of challenging behavior by 
identifying situations that require 
proactive measures to prevent relatively 
marginal social behaviors from escalating 
into challengii«g repertoires. 

In spite of the substantial progress 
that has been made in our ability to serve 
individuals who engage in challenging 
behavior, there remains a significant 
amount of work ahead. There are few 
empirically and socially validated 
assessment and intervention strategies. 
Within the mandates for provision of 
educational services to younger children, 
a unique opportunity exists to explore the 
area of challenging behavior prevention. 
Training of staff who serve individuals 
with challenging behavior remains a 
critical need. Each year there are 40*000 



to 30,000 new persons entering direct care roles for persons 
with developmental disabilities. These individuals, in 
addition to traditional inservice training, require ongoing 
technical assistance in order to provide quality service. 

With continued effort in the areas outlined above, a 
hopeful yet realistic goal should be that individuals with 
challenging behaviors be able to engage in a full range of life 
experiences without physical or social barriers. Further, that 
intervention procedures leading to these changes should 
focus on positive approaches that emphasize teaching alter- 
natives to the emission of challenging behavior rather than 
focusing primarily on reactive procedures to use once chal- 
lenging behaviors havc^ been emitted. 

Joe Reichle is Professor of Communication Disorders at the 
University of Minnesota. This article with references can be 
obtained from the author at the Research and Training 
Center on Community Living, 106 Pattee Hall, University of 
Minnesota, 150 Pillsbury Dr. SE, Minneapolis, MN 55455. 

♦Homer, R., Albin, R. and O'Neill, R. (in press). Supporting 
students with severe intellectual disabilities and severe challenging 
behaviors. In G. Stoner, M. Shinn & H. Walker (Eds.), A.S.P.I.R.E.: 
A school Dsychblopists intervention for regular educ ation. National 
Association of School Psychologists Monograph. 



Joining tlie Community 

By Laura Pichi, Pmda Krage and Cindy Wciek 

Mat is a 23 year-old man with autism and mental retardation. He lives 
in a hooM that he shares witfi a foominate and holds two jobs ^ 
muiiiQ^. One job involves cleaning a local bar and restaurant one hour 
each morning. He wipes off tables and the booths, fills the ice container, 
and restocks the beer coolen The secondjob is delivering a weekly shopper 
(advertiser) to 170 homes in his neighborhood. On Tuesday evenings, the 
shopper is delivered to Mat*e home; Mat and a job coach then have to fold 
each shopper, band it and place it hi a plastic bag, before it is leady for 
delivery on Wednesday. In addition to wortdng in the community. Mat 
spends a portion of each day engaged in odier community activities. He 
regularly goes shopping, or walks around a nearby lake. Heattends 
movies, coiicerts, and special community activities (i.e., the circus). Twice 
a week, he goes to a fast food restaurant, where he uses a communication 
wallet to order his breakfast w lunch indq)endeutly. 

But Mat has not always been so integrated m his local community. In 
fact,d)erehavebeentimes when he would rarely access the community. In 
die past, he engaged in a number of challenging behaviors including 
environmental disruption (i.e., removing pictures from ti)e walU taking 
down drapes, dismantling his bed, etc.); property destruction (i.e., ripping 
drapes, ripping clodies, breaking curtain rods, breaking windows, etc.); 
fecal smearing; some aggression; some seif-stimulatoiy behavior (Le., hand 
rubbing); urinating on the floor, stripping; and soaking his clothes. Two 
years ago, Mat*s stripping had escalated to a point where he would rarely 
leave his home. For almost one entire year he refused to wear clothing and 
spent most of his time wn^ped in blanket He also spent long periods 

AfoA continued on page 18 



ERIC 



BEST COPY AVAILABU 



4 Quality ofUfe 



Quality of Life for People with Challenging Behavior 
Living in Community Settings 

by Sheryl Larson 



During the last 25 years, thousands of people with 
mental retardation have moved from large institutions to 
smaller homes in typical neighborhoods. Individuals with 
challenging behaviors, however, often have difficulty 
remaining in or returning to homes in community settings. 
A 1979 survey of 176 superintendents of public institutions 
rated challenging behavior as the most difficult resident 
characteristic for placement, largely because of inadequate 
support services for behavior management in communities. 

Despite barriers, many individuals with challenging 
behavior now live in the community. As a result, attention 
is gradually shifting from the feasibility of community 
placements to their quality and outcomes. Studies show 

...there were substantial differences between 
people who have challenging behaviors and 
those who do not in outcomes related to 
quality of life. 

consistent improvements in daily living skills, activity 
patterns, and social participation associated with community 
living. However, studies examining the impact of deinstitu- 
tionalization on challenging behavior provide mixed results 
on whether such behavior decreases, increases, or remains 
the same after community placement. These findings 
suggest that important differences may exi^t among commu- 
nity service providers in their support of people with chal- 
lenging behavior. Identifying the reasons for variations 
among providers and the impact of such differences on the 
quality of care and outcomes experienced has become the 
focus of attention by researchers. 

One dimension on which providers of community 
services differ is in the degree to which they address aspects 
of community a-^cess that lead to improved quality of life. 
Quality of life can be defined as including physical presence 
in typical community settings; reasonable degrees of health, 
safety, and comfort; frequent opportunities for personal 
growth and development; the presence of meaningful social 
relationships; opportunities to develop skills and to partici- 
pate in valued activities; and opportunities to express 
personal choices and experience personal autonomy. Not all 
provider agencies support quality of life in the same ways or 
to the same extent. They vary in opportunities to develop 
social relationships, opportunities for skill development* and 
opportunities for participation in valued activities. 

Research to determine other reasons for the variability 
among providers in their support of quality of life outcomes 



is now underway. Various models have been developed to 
explain how the needs, capabilities, demands, and resources 
of a particular person interact with life events and environ- 
ments to affect the quality of life for that person. Certainly 
challenging behavior is one personal characteristic hypothe- 
sized to impact the quality of a person's life. A relationship 
between quality of life and challenging behavior can be 
inferred from considerable evidence that people with chal- 
lenging behavior have trouble getting into and staying in 
typical homes in community settings. However, more 
specific information about tlie negative effects of challeng- 
ing behavior on individual lifestyles is beginning to emei:ge. 

Researchers at the Research and Training Center on 
Community Living, University of Minnesota, have been in- 
vestigating whether differences in objective measures of 
quality of life for people who live in small community 
homes are associated with their levels of challenging 
behavior. Investigators identified 27 people who had 
serious challenging behavior from a national sample of 
people living in small (1-6 bed) group homes and ICFs-MP.. 
Individuals were selected becau.se they had maladaptive 
behavior ratings that showed them to have more problem 
behaviors than the average for persons with mental retarda- 
tion. Each of these persons was matched with another 
person who did not have serious challenging behavior but 

The next task for providers and researchers is 

to identify strategies that will effectively 
support people with challenging behavior in 
community settings while also providing for 
improvements in quality of life. 

who, to ^he extent possible, was the same age, had the same 
level of mental retardation, and lived in the same size and 
pe of home. Analyses showed that the two groups were 
not only the same on the matching characteristics, but also 
in personal characteristics such as gender, mobility, commu- 
nication skills, age at first residential placement, year placed 
in current home, and specific skills in personal care, home 
care, and use of community environments. The investiga- 
tors also tested whether the homes in which people lived 
had similar administrative characteristics such as staff ratio 
and use of live-in staff. These initial analyses were per- 
formed to rule out factors other than the level of challenging 
behavior which might account for differences in quality of 
life. The hypothesis of this investigation was that the 
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presence of challenging behaviors may negatively influence 
quality of life outcomes including: a) the number of choices 
the person regularly makes; b) the number of household 
chores the person participates in; c) the frequency of 
contacts with family, friends, and neighbors; d) the fre- 
quency of participation in 10 selected leisure activities at 
home; e) the reactions of neighbors and community mem- 
bers to the person; and 0 the frequency of participation in 
activities in community settings. 

Preliminary findings suggested there were substantial 
differences between people who had challenging behaviors 
and those who did not in outcomes related to quality of life. 
Specifically, people with challenging behavior had fewer 
contacts with family, friends, and neighbors, participated in 
fewer leisure activities at home, and participated in fewer 
activities in community settings than pecple who did not 
have challenging behavior. This investigation did not find 
differences in the number of choices made, or the number of 
chores done. Differences in community reactions to persons 
with challenging behavior approached but did not rcich 
statistical significance. 

It is hypothesized that future studies will confirm that 
the level of challenging bel.avior has a negative effect on 
opportunities related to quality of life. Such confirmation 
will highlight the importance of behavioral support for 
community residents who have challenging behavior. If 
behavior problems not rnly adversely affect staff and fellow 
residents, but also diminish quality of life and community 
integration of those exhibiting the behavior, then appropri- 
ate behavioral support becomes a doubly important aspect 
of community services for persons 
with developmental disabilities. 

The next task for providers and 
reseaichers is to identify strategies 
that will effectively support people 
with challenging behavior in commu- 
nity settings while also providing for 
improvements in quality of life. Re- 
search is needed to assess whether: a) 
certain types of challenging behavior 
conespond to reduced opportunities in 
specific areas of quality of life, b) the 
interventions used by agencies to 
address challenging behavior ade- 
quately incorporate the quality of life 
criteria in their instructional strategies, 
and c) environmental manipulations 
designed to reduce challenr-ing 
behavior affects access to people, 
places, and activities important to (he 
person. Research is also needed to 
identify the characteristics of living 
environments, behavioral programs, 
and behavior support services that 
lead to improvements in the quality of 



life of persons with challenging behavior. Such research 
may find, for instance, that a functional analysis of motiva- 
tions for challenging behavior could enhance opportunities 
for community integration. For example, agencies that use a 
functional analysis to determine that a person engages in 
challenging behavior to escape from noisy or confusing 
situations may teach shopping skills in small convenience 
stores rather than in large supermarkets. Agencies unaware 
of the reason for the challenging behavior may prevent such 
a person from shopping at all, thereby reducing opportuni- 
ties that could enhance quality of life. Research of this 
nature is vital to the identification of strategies to improve 
quality of life for people with challenging behavior in com- 
munity settings. 

Living in the community is becoming a reality for in- 
creasing numbers of persons with challenging behavior. As 
research has shown, however, the presence of challenging 
behavior may limit quality of life, even in small community 
homes. The next step in the evaluation of service delivery 
for individuals with challenging behavior is to ensure that 
needed supports permit them to enjoy the same general 
benefits of community living that are so well documented 
for other citizens with developmental disabilities. 

Sheryl Larson is Research Assistant with the Research and 
Training Center on Community Living, University of 
Minnesota. An expanded version of this article with refer- 
ences is available from the author at the center, 212 Pattee 
Hall, University of Minnesota, 150 Pillsbury Drive SE, 
Minneapolis, MN 55455. 
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Community Integration Programming as a 
Preventive Approacli to Cliallenging Beliavior 

By Brian Abery and Becky Lundeen 



There are numerous factors involved in the develop- 
ment and maintenance of challenging behavior in children 
and adults with developmental disabilities. Over the past 20 
years, many professionals working with this population 
have focdsed on how the personal characteristics of indi- 
viduals with disabilities p)^ce them at risk for such activity. 
An alternative approach that has received increasing interest 
in recent years stresses the importance of environmental 
factors related to the individual's quality of life. 

Despite recent trends toward placing persons with 
severe disabilities within community residential settings and 
regular education classrooms^ many children and adults with 
developmental disabilities remain socially isolated. Re- 
search results suggest that individuals with severe disabili- 
ries have fewer friends, less stability in their social net- 
works, and limited opportunity to interact socially with 
pennons who are not family members or professionals. In 
many cases, this social isolation is not a result of skill 
deficits or a lack of interest in developing social relation- 
ships, but rather stems from a variety of barriers external to 
the individual. Social isolation, loneliness and a lack of 
integration in the community may all contribute to the 
development and maintenance of challenging behavior. 

While many approaches that focus on df;creasing 
challenging behaviors are reactive in rature, with an 
emphasis cn decreasing such behaviors when they occur, the 
Institute on Community Integration at the University of 
Minnesota has recently introduced a program that takes a 
more preventive approach. The Community Service 
Training Program in Developmental Disabilities is a 
collaborative effort between the Institute, two local school 
systems, and several community service organizations 
serving; persons with mental retardation. The primary 
purpose of the program is to train junior and senior high 
school, and college undergraduate and graduate students to 
^cive as community integration facilitators for youth and 
adults with moderate-severe disabilities. The role of 
facilitator is based on the philosophy that persons with 
d'^sabilities often have to overcome many barriers at the 
individual (i.e., skill), family/residential, and community 
levels if they are to successfully develop friendships with 
same age peers. Integration facilitators serve as sources of 
support to the persons with whom they work, promoting the 
development of those skills and strategies necessary to gain 
access to community social events and settings where the 
opportunity exists to develop friendships. The program, 
therefore, does not provide **friends'* to persons with 
disabilities, but rather, empowers individuals to independ- 



ently develop and maintain such relationships. 

Students taking part in the program are required to 
commit a minimum of five hours per week over the course 
of an academic year. All facilitators participate in an 
ongoing series of training and supervision seminars taught 
by persons affiliated with Institute and cooperating agen- 
cies. Since no previous experience working with persons 
with disabilities is required, coursework covers a variety of 
topics focusing on the characteristics and needs of persons 
with developmental disabilities including advocacy and self- 
advocacy, personal futures planning, and the design and im- 
plementation of individualized service plans to enhance 
community integration. Participants may earn academic 
credits or may take part in the program as volunteers. 

Following the completion of the first phase of training 
(6-8 weeks), facilitators are matched with one or more 
individuals with disabilities based on age and common 
interests. They then serve as support persons for a specified 
number of hours each month. Since the focus of the 
program is to facilitate the development of social relation- 
ships within community settings, participants often elect to 
take part in such ongoing activities as community education 
classes, park and recreation programs, and health clubs. 
The role played by facilitators is to insure maximum 
participation in the program and to aid the person with the 
disability in meeting and getting to know other participants. 

As of January, 1991, the program has trained and 
placed 27 integration facilitators with 36 youth/adults with 
developmental disabilities. Evaluations by parents, commu- 
nity residential staff, facilitators, and persons with disabili- 
ties themselves suggest the program has been quite success- 
ful in furthering the community integration of persons with 
developmental disabilities through facilitating the develop- 
ment and maintenance of friendships. Specifically, partici- 
pants have reported gaining greater access to social contexts 
within the community typically frequented by peers, have 
demonstrated an increased frequency of initiating social 
interactions with others in these settings, and have expanded 
and diversified their social networks. As the program 
moves into the latter half of its second year, facilitators are 
initiating work with persons with disabilities within sup- 
ported employment settings in an attempt to enhance the 
quality and quantity of social interaction and opportunities 
for friendship development within this context. 

Contributed by Brian Abery, Program Director, and Becky 
Lundeen, Community Integration Facilitator, Community 
Service Training Program, Institute on Community Integra- 
tion, University of Minnesota. 
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At Home in this Commuiilty 



Leaning basketball sldUs firom the other young 
adults who legularly play the game at the local commu" 
idty center, going out to dinner, visiting the science 
mvisilum. and playing soccer are some of the community- 
based activities that Robeit now enjoys. However, diis 
was not always the case. Because oi a varie^ of diud- 
lenging behaviors, he rarely had die oppoitiuity to 
engage in integrated social and recreational activities in 
die community prior to reaching adulttiood. Asaiesult, 
he was infrequently exposed to peers widKWt disabilities 
outside of odier children in die foster Amily widi wliom 
he has resided since infancy. This lack of exposure 
resulted in few interesu cobdwm to young adults his 
age. In addition, he acquired (»ly die roost basic com- 
munication skills. This fiirdier isolated UmfiNMn peers 
and tile communis and is likely to have contributed to 
tile development of challenging behaviws. 

In tile educational setting, Robeit was characterized 
as a young m'*^! witii moderate-severe disabilities. 
Despite participation in numerous intervention jnograms, 
he did not appear to use eitiier vertMl or non-vert>al 
means f(»r communicating witiiotiiers. At school, he 
attended class in a segregated special educatim program 
diet was miles from his neighborhood. Throughout his 
life he has had no one otiier tiun members of his foster 
tiunily upon whom to rely for companionship. 

During his final year of school, Roben hcgm to 
participate in tiie Community Service Thdning Program 
in Developmental Disabilities at the Institute on Com- 
munity Integration. Prior to his involvement in tiie 
program he rarely vocalized, and used tiie sign language 
he was taught in school only to indicate which of a 
limited variety of foods he wished to eat. He also 
engaged in a number of challenging behiiviors, the 
majority ai^)earing to take place when he was frustrated 
or asked to engage in activities in which he did not wish 
to participate. Requests by otiiers tiut Robert terminate 
activities, try nev;' experiences, or attempt challenging 
tasks independentiy would often lead to physically 
aggressing against inanimate objects, nudd ig loud 
inappropriate noises, masturtNUing, removing food from 
tiie pUtes of fellow diners at restaurants, refiising to 
cease ongoing activities until given physical guidance, 
or, in the words of his teachers, "being mm-compliant." 

Since he began to take part in the Community 
Service Training Program, Robert has woriced closely 
witii two facilitators whose responsibility has been to 
promote development of the social skills he needs to 
effectively gain access to a variety of community 
environments where he could interact witii peers. 



Working witii Robert wu initially iifificult for his 
facUitatori beduue of Us chailei^iiig behavior and 
IxiOflydevdopedCbiiamuhkl^ However, botii 

quickly came to view Robert as an individual who was 
atten^pting to commuhicBte witii otiMtis and excess his 
prefeienoea in the best manner in which he knew how. 
Based on titis perspective, tiie community activities in 
which Robeit and his facilitators particiiMted were 
viewed as potential leaning experiences tiuou^ which 
he ooukl be exposed to a variety of more appropriate 
alternatives to express his prefierences and ensure tiiathia 
needs woe met 

As Robert and his facilitators have gotten to know 
each otiier, tiie specific conununity activities in which 
tiiey engage have become less important tiun tiie time 
tiiey spend tQgetiier. His positive response to tiie 
program does not seem to stem from die opportunity to 
go out to restaurants for dinner or play soccer at die 
neighboriiood pariE, but ratiter appears to be a result of 
having access to people who show care and cottcen for 
him while tSiey assist in die development of skills tiiat 
have opened up tiie community for exploration. 

As he has inteiacted widi odier young adults and 
engaged in age-appropriate, integrated activities in a 
variety of community settings, Robert's communication 
skills have improved dramatically while he has signifi- 
cantiy reduced tiie challenging behavior he displays. 
Hie communication skills of which Robert's teachers 
tiiought he was not ciqpable of learning are now being 
used by him on a regular basis. Employing a ctHnbina- 
tion of oral speech and signhig, he is cuirentiy initiating 
as well as respmiding to otiiers to indicate his likes and 
dislikes as well as to become involved in conversation of 
a m<He social nature. 

Over tiie past 18 montiis, his new social and com- 
munication sldlls have allowed Robert to make friends 
witii a group of young adults at die local community 
center tiut he now frequents. They have also signifi- 
cantiy uicreased die control tiiat he is able to exeit over 
events hi his life tiuough die effective communication of 
preferences. However, tiiis is only a beginning. There is 
hope that he will C(mtinue to auempt to initiate social re- 
lationships, building a networic of significant otiiers ^n 
whom he can rely for suppoit, and will acquire die skills 
necessary for phwement in botii a supported employmem 
program and community residence. 

Contributed by the Community Service Training Pro- 
gram, Institute on Commimity Integration, University itf 
Minnesota. 
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Inservice Training Project: Support for Community Living 



By Richard W.Albin 



One of the biggest challenges in providing full conunu- 
nity integration for all people with developmental disabilities 
is our ability to provide adequate support in regular commu- 
nity settings to individuals who also display severe problem 
behaviors. Behaviors such as self-injury, aggression, and 
property destruction serve as major barriers to integration. 
These behaviors are a major reason why people either are not 
placed in community programs and settings or are removed 
from the community to more restrictive, segregated settings. 
Effective behavior support, therefore, is an important key to 
the successful community integration for these individuals. 

In recent years, a controversy has developed regarding 
the use of aversive or punishment procedures in behavioral 
interventions. Several professional and advocacy organiza- 
tions (e.g., the Association for Retarded Citizens, the 
Association for Persons with Severe Handicaps, and the 
Autism Society of America), as well as a large number of 
individuals, have advocated strongly for the use of ''nonaver- 
sive" procedures when providing behavioral support. The 
term, ''nonaversive behavior management", is frequently 
used to describe behavioral support approaches that empha- 
size use of positive, educative methods. 

In some ways the term "nonaversive behavior manage- 
ment'' is misleading. There is no single ''nonaversive" 
approach. A variety of strategies and philosophical ap- 
p^oaches fit within the nonaversive label. Unfortunately, the 
term nonaversive tends to focus attention on the prohibition 
of particular procedures. This is unfortunate because 
nonaversive approaches involve much more than position 
statements about what not to do. The development and 
application of positive support strategies are among the most 
exciting developments in intervention today. An already im- 
pressive collection of research studies and clinical demon- 
strations document the effectiveness of positive support 
strategies for individuals with challenging behaviors. 

Systematic inservice training and technical assistance is 
absolutely essential to maintaining and expanding the 
momentum behind using positive, nonaversive procedures. 
The technology of behavioral support that is emerging 
involves a much broader and more comprehensive approach 
than has typically been viewed as behavior management. 
There is much more to training in positive approaches than 
learning a few new behavior intervention tricks. The 
remainder of this article describes one approach to inservice 
training on positive procedures that currently is in progress 
in several states around the country. 

In 1987, the Department of Education's National 
Institute on Disability and Rehabilitation Research funded a 
Research and Training Center on Community-Referenced, 
Nonaversive Behavior Management. This Research and 



Training Center (RTC) is a six university collaboration 
among personnel at the University of Oregon, the University 
of South Florida, the University of California at Santa 
Barbara, San Francisco State University, the State Univer- 
sity of New York at Stony Brook, and California State 
University at Hayward. The RTC mission is to develop, 
evaluate, and disseminate a practical technology of behavior 
management that is (a) effective with severe behavior 
problems, (b) consistent with community standards for 
nonaversiveness, (c) consistent with the existing science of 
human behavior, and (d) able to be used by staff in typical 
school and community settings. In other words, the RTC is 
funded to do research and training on positive behavioral 
support strategies. 

Inservice training represents one major RTC training 
activity. For the past three years. Center staff from Califor- 
nia State University at Hayward, the University of Oregon, 
and the University of South Florida have invested much 
time and effort in the development and delivery of an 
intensive inservice training workshop entitled the State 
Training Team Inservice. As the name suggests, the 
purpose of this workshop is co produce groups of trained 
individuals (''training teams") who will be a training and 
technical assistance resource in their own states. 

The decision to employ a 'training-of-trainers" ap- 
proach was based on two considerations: (a) inservice 
training resources would be best used if they produced a 
spread of effect that extended beyond training sessions 
provided by RTC staff and that lasted beyond the life of the 
RTC and (b) there is a need to expand resources available to 
provide training and technical assistance on positive 
behavioral support to community programs and schools. By 
training teams of trainers in a particular state, a resource for 
training and technical assistance is put into place that can 
continue to operate and have impact long after the RTC is 
gone. Such a team is designed to supplement the level of 
expertise that would be available to local agencies. 

There are three basic goals for a training team. A team 
must (a) have the capability to add new members or replace 
members by replicating the full state training team inservice 
on its own, (b) consist of members who can make presenta- 
tions and deliver workshops (e.g., one and two day types) on 
specific topics, as A^ell as (c) provide technical assistance on 
behavioral support to community programs and schools. 
Training professionals to deliver inservice workshops, as 
well as provide technical assistance, requires an approach 
that goes beyond the usual concept of inservice training. 

The State Training Team Inservice is an intensive and 
comprehensive training workshop with several distinctive 
features. For example, the inservice involves 10-12 days (in 
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one, two or three day blocks) of presentations, discussions, 
and work sessions spread over a four to six month period of 
time. In many sessions, there are activities and exercises to 
supplement the presentations and to encourage discussion. 
In addition* between the inservice sessions, the participants 
spend time working on related inservice activities. A set of 
readings with over 80 articles and chapters provide addi- 
tional technical information to supplement die presentations. 
Some of the many topics covered in these materials include 



functional analysis, structuring positive environments, 
generalization, teaching communication skills, and medical 
and pharmacological issues in support plans. 

The length of time that the inservice requires is due 
partly to the amount of material that must be covered. 
Positive behavioral support approaches incorporate informa* 
tion and skills from a number of content areas. Sessions 
within the inservice cover: (a) philosophy, values, and 

Training, continued on page 19 



Learning to Work: Jack's Story 

By Gerry Nord 



Jack, a 24*year old with developmental disabilities 
who emits challenging behavicnrs, is learning to work as a 
result of the technical assistance offered through a 
collaborative effort of the Minnesota Department of 
Human Services, Division on Develc^mental Disabilities, 
and the Research and Training Center cm Community- 
Referenced Nonaversive Behavior Management (RTC). 

Jack has profound mental retardation due to ingesting 
lead based painti and a seizure disorder that has been 
controlled with medication. He is nonverbal and has 
deficits in general adaptive behavior in the areas of self 
help, socialization, and community integration. He 
displays belmviors such as rocking on his feet, ritualistic 
patterns of behavior tiiat last for long periods of time, 
aggression toward otiiers (i.e., pushing, kicking, biting, 
spitting), wiping his spit on walls, and pn^rty destruc- 
tion (i.e., throwing, ripping, and breaking objects). 

Assessments of the function served by Jack*s exccs<( 
behaviors determined tiiat the behaviors occurred at 
higher frequencies during on-task, high demand situ- 
ations. It was hypotiiesized tiiat the function of tiiese 
behaviors was to esci^ or avoid tasks. In addition, tiie 
assessments confirmed observations by staff tiiat Jack 
required a larger personal space tiian typically needed. 

An intervention strategy was developed by the inter- 
disciplinary team members from his residential and day 
programs, with teclmical assistance provided by the 
Project trainer. Baseline data from tiie day program 
indicated tiiat he displayed some form of excess behavior 
in nearly all woi k tasks. Although during tiie task of can 
crushing aggression was generally displayed, it was of 
lower intensity tiian during otiier tasks. Coi'sequently, a 
program was develped to gradually increase tiie amount 
of cans Jack would crush without exhibiting aggression 
toward otiiers. The program tfiat was implemented 
introduced a verbal cue (i.e., **just one more can**), which 
served as a **safety signal** to infcmn Jack tiiat tiie can 
crushing task was almost over and that he could take a 
break after one more can. Gradually, tiie number of cans 



crushed prior to the safety signal was increased. 

The signal i»ogram has proven very successful at 
Jack's work program in tfie last 10 monttis. During can 
crushing, he has displayed only five aggressions toward 
otiiers tiut required staff intervention. His imductivity 
has increased fhrni five to forty-five cans and tiie time 
required to cnish cans has decreased. In addition, he now 
allows staff to enter his personal space while he is working 
and he less fiequentiy engages in self-stimulatory behav- 
iors. He is also spending less time away from tiw task 
during his break, which indicates that work is becoming a 
more positive event. 

An additional safety signal program may soon be in- 
corporated into a second task at Jacks woric, and may also 
be implemented into an activity at his home. As it 
becomes more ^>parem tiiat the signal is successfully 
assisting in tiie establishment of a quantitative standanl for 
work participation, staff will consider implementing an 
augmentative communication system to teach Jack to 
request a tmak or^ he has met a quantib or quality 
standard for participation. It should be quite possible to 
teach him tiuit once tiie safety signal has been delivered, he 
is free to touch a picture symbol to request access to break 
time. This program would allow Jack to exert significant 
control over his environment once he has reached a 
criterion of participation signaled by Uie delivery of tiie 
safety signal. 

Jacks success is largely attributable to tiie success 
witii which direct care staff have worked closely and 
regularly witii a highly skilled technical assistance 
provider. The result has been a very positive environment 
for both Jack and tiie staff who serve him. Equally 
important, however, is ttie fact tiiat when direct care staff 
encounter otiier persons witii socially motivated challeng- 
ing behavior, they are ar^t to require less rigorous technical 
assistance to implement a proactive intervention strategy. 

Gerry Nord is Administrative Consultant in Minnesota's 
Department of Human Services. 
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Breaking the Cycle of Challenging Behaviors: 
Early Treatment Key to Success 

By David Wacker, Wendy Berg, and John Northrup 



A number of problems confront service providers who 
work with individuals who display challenging behavior. 
With adolescents and young adults, a major problem is 
frequently the length of time that the challenging behavior 
has persisted. In our outpatient service for self-injury and 
aggression, the average length of time for the occurrence of 
self-injury is 10 years. Over the three years that we have 
provided outpatient services it ^^^^^^^^^^^^^ 
has become increasingly clear 
that if we are to be successful in 
treating challenging behavior 
with positive procedures, 
treatment needs to be initiated 
as soon as possible after the 
challenging behavior first ' 
occurs. If we wait until the behavior has become more 
severe, then we are faced with more restrictive treatment 
options, including physical and chemical restraint, inpatient 
treatment programs, time-consuming local programs, and/or 
use of mild punishment programs. 

Long histories of challenging behavior can seriously 
confound attempts at treatment for several reasons. First, 
the individual has often received numerous attempts at treat- 
ment, which, for a variety of reasons, have been unsuccess- 
ful. Each treatment failure can make subsequent attempts at 
intervention more difficult because of histories in which the 
emission of behaviors such as self injury have been intermit- 
tently reinforced. If, as we believe, the challenging behav- 
ior usually serves a specific function fot the individual (to 
gain positive reinforcement or to escape nonpreferred 
situations or tasks), then every time treatment fails the 
individual has continued to receive the desired conse- 
quences on an intermittent basis. Intermittent reinforcement 
makes behavior much more resistant to treatment because 
the individual is ''unsure*' when reinforcement will again 
occur. In other words, the individual persists in the behav- 
ior in spite of treatment in order to "wait us out". 

A second concern with long histories is that the 
behavior often becomes more complex over time. That is, 
rather than serving only one function for the person it can 
come to serve several functions. For example, self-injury 
might function to allow the individual to both escape 
nonpreferred situations and to gain preferred items. The 
more iunctions that a behavior serves, the more difficult it is 
to treat. Relatedly, it is common for challenging behavior to 
initially be associated with specific features of the environ- 
ment. For example, self-injury may occur only during 



specific activities, such as grooming tasks. Over time, self- 
injury frequently becomes associated with more and more 
activities, again making it much more difficult to treat. 

Finally, unsuccessful treatment frequently increases the 
intensity or frequency of the behavior. It is relatively 
common to note in case histories that the challenging 
behavior was occurring less frequently or with less intensity 

prior to treatment. When 
^^^^^^^^"^^^^^^^"^^^""""""^ treatment is initiated, the indi- 
„.to be successful in treating challenging viduai sometimes responds by 

behavior with positive procedures, treatment increasing the challenging 

needs to be initiated as soon as possible Service providers, 

, „ . , , . ^ who are often unsure of their 

after the challenging behavior first occurs, treatments, may react to this 

■ " ■ ' — situation by terminating the 
treatment. Unfortunately, the behavior seldom returns to its 
original levels but instead persists at tiie higher frequencies 
and intensities. 

For these reasons, in 1989, we initiated a program to 
assess and treat the challenging behavior of young children 
(ages 3 to 8) within local school settings. This objective is 
being accomplished by establishing proactive treatment 
teams, interdisciplinary teams of school staff who are experts 
in providing positive-based interventions to young children 
displaying challenging behavior. The project is beginning 
with four school districts, who have agreed to establish 
proactive interdisciplinary treatment teams and to work with 
us during the next two years. ''Seed'' money, piovided by the 
Iowa Bureau of Special Education, has made it possible to 
hold two inscrvices per year and to provide technical 
assistance (client specific assistance directed at parents and 
school staff in natural settings) about once a week. Other- 
wise, all services are provided by local educational staff. 

The etiology, or the reu^on, for self-injury and other 
challenging behaviors is usually unknown. Rather thar 
asking parents, teachers, and service providers to make 
claims that indicate the cause of challenging behaviors, the 
technical assistance team has found it more useful to 
determine what is currentiy maintaining the behavior; i.e., 
what current function does the behavior serve? By identify- 
ing the current function of behavior, we may be able to 
eliminate its occurrence by removing any reinforcement that 
the individual receives for engaging in Uie behavior. 

Teachers and teams in local school districts are being 
trained to use functional analysis procedures to assess young 
cliildren who engage in challenging behavior, and to then 
implement mtervention programs based directly on 
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assessment. Brief 10-15 minute assessments, in which the 
interventionist constructs situations that evoke excess 
behaviors (analogue tasks), are conducted to determine if the 
behavior is maintained by positive reinforcement (receiving 
attention, preferred items, etc), negative reinforcement 
(escaping or avoiding nonpreferred activities such as 
demanding tasks or physical contact), or automatic reinforce- 
ment (the sensory consequences associated with the behav- 
ior). These analogue conditions are repeated until an 
identifiable behavior pattern emerges. Thus, assessment is 
conducted to formulate hypotheses about what maintains be- 
havior. Based on our hypotheses, we can then develop inter- 
vention programs to be initiated directly in the classroom. 

There is no one treatment for challenging behavior. 
Numerous positive treatments are available, and the key for 
success is to choose a treatment that: (a) matches the 
function of behavior, (b) is acceptable to the teacher over 
relatively long periods of time, and (c) is not too disruptive 
to the classroom routine. Following assessment, the teacher 
and treatment teams select an intervention based on the 
above criteria. Every intervention has two components. 
First, an alternative behavior is selected to replace the 
challenging behavior. For example, if the results of assess- 
ment indicate that the behavior occurs to escape demanding 
or nonpreferred classroom tasks, then the student might be 
trained to sign '*break". Whenever the student signs "break", 
he or she receives a brief break (10-15 seconds) from the 
task. Alternatively, breaks might be built into the task at 



frequent intervals and be provided for active or partial 
participation in the activity (e.g., *Thanks for helping me. 
We can now take a break."). Second, it is of equal impor- 
tance that the challenging behavior never results in the 
desired consequences. For example, if the student displays 
self-injury, a break is never provided. Instead, the response 
is ignored or some other consequence (graduated guidance) 
is provided to continue the student*s participation in the 
task. It is critical that consequences for both appropriate 
and challenging behavior are consistently delivered. 

We are hopeful that the proactive treatment teams 
established in the school districts will eliminate most 
challenging behaviors before they become severe. This will 
require a concerted effort by school personnel, and almost 
certainly will mean frequent changes in the treatment over 
time. The two major advantages of initiating treatment in 
local schools with young children are: (a) treatment is 
conducted within a natural setting, increasing the probabili- 
ties that effective treatment will have durable effects over 
time, and (b) the results of treatment may prevent more 
severe forms of challenging behavior from emerging if 
effective treatment is provided from the momenc challeng- 
ing behavior occurs and is continued in a consistent manner 
over a long pcnod of time. 

Contribute J hy David Wacken Associate Professor in 
Pediatrics; Wendy Berg, Senior Research Scientist; and 
John Northupt Psychology Intern, University of Iowa. 
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Psychotropic Drugs and Developmental Disabilities: 

From Form to Function 

By Timothy D. Hackenberg and Travis Thompson 



Modem pharmacological treatments for behavioral and 
emotional problems Ciime of age in the 1950's with the 
discovery of medications that had remarkable effects on 
socially unacceptable behavior. While much of the early 
excitement regarding psychotropic drugs centered around 
discovering a cure for mental illness, psychotropic drugs 
soon found their way into use with people with developmen- 
tal disabilities. Although few of these individuals were 
diagnosed with mental illness, the drugs were prescribed to 
treat violent behavior directed at themselves and others. The 
results in some individuals were very promising. People 
with severe mental retardation, for whom socially unaccept- 
able behavior kept them in restraints for most of their waking 
hours, were now able to function more effectively without 
harming themselves or others. In addition, pharmacological 
management of problem behavior undoubtedly had a calming 
effect on the institutional culture. While not everyone bene- 
fitted from such drugs, the sometimes remarkable success 
stories were enough to result in their widespread administra- 
tion, even before firm empirical evidence was available. 

When psychotropic drugs were subjected to rigorous 
testing, the results were, and still are, equivocal. Psycho- 
tropic drugs help some individuals with developmental 
disabilities, but are not beneficial to others. What has 
become clear over the years is that chronic drug treatment 
can prouuce an array of side effects that are often debilitating 
in their own right. While the clinical benefits may outweigh 
the potential side effects in people who respond to drug treat- 
ment, such effects are more difficult to overtook in people 
who fail to show a positive therapeutic response^ Because 
some of these side effects are irreversible, there is strong 
pressure to discover ways of distinguishing the individuals 
likely to benefit from drug treatment from those who are not. 

A major obstacle in distinguishing likely drug respond- 
ers from non-responders is that conventional psychiatric 
classifications are often not applicable to individuals with 
severe developmental disabilities. There is no reason to 
believe that people with mental retardation are any less 
susceptible to mental health problems than the rest of us. 
However, most people with developmental disabilities do 
not have mental illness, nor do their behavior problems or 
other characteristics satisfy the requirements of DSM-III 
psychiatric diagnostic schemes. A potential solution is to 
diagnose individuals on the basis of one or more obvious 
responses (sometimes called ''target" behaviors), and then 
assign a diagnosis after the fact. This approach, too, has 
some major drawbacks. A target behavior, such as smashing 
a chair against a wall, may occur for several reasons. It may 



occur, a) as a way of terminating an unpleasant situation by 
an individual with limited communication skills or b) as a 
way of gaining attention from staff members whose demands 
leave them with little time for teaching new skills. Thus, a 
response that appears similar in form may vary widely in its 
function. It would be surprising if a single drug class pro- 
duced comparable effects on such a diverse pattern of beha- 
vior. A promising alternative is to make treatment decisions 
on the basis of the function, rather than the form, of the 
behavior. This approach seeks to discover the circumstances 
that give rise to, and the functions served by, behaviors. 

There is a long tradition of basic rec>earch in behavioral 
pharmacology consistent with this approach. Many of the 
findings show that the effects of a drug on a given behavior 
depend on the way thai it alters the function of that behavior. 
An antianxiety drug reduces the behavior of avoiding 
situations that a person anticipates will be unpleasant. 
However, the same drug may have much less effect on 
behaviors that produce positively reinforcing events. A 
neuroleptic drug reduces behavior that avoids unpleasant 
situations vhile leaving intact the motor ability to escape 
from those same situations if the person chooses. Drug 
effects sometimes depend on the schedule on which conse- 
quences are obtained. The effects of many drugs, including 
those as seemingly diverse as depressants and stimulants, 
depend on whether consequences are. obtained primarily 
through effort or primarily through the passage of time. In 
other words, seemingly minor differences in environmental 
circumstances can dramatically alter drug effects. Under- 
standing those effects on behavior requires a better under- 
standing of the circumstances under which the behavior 
occurs under nondrug conditions. 

The typical reason for prescribing a medication (the way 
the behavior looks) may be different from the reasons that 
the behavior occurs (the ftinctions it serves). For example, an 
individual who is anxious may respond to events in the worid 
as if they were frightening signals of impending doom from 
which to escape. Antianxiety medications, by lowering the 
threshold for such avoidance, may be effective only in 
individuals for whom problem behavior is avoidance- 
motivated. Similarly, neuroleptic medication, the most com- 
monly prescribed drug for treating behavior problems, may 
only be clinically useful in individuals for whom disturbed 
behavior serves an avoidance function. There is already a fair 
amount of evidence linking the selective depression of 
avoidance behavior by a particular neuroleptic drug with the 
clinical efficacy of that drug. This means that when neu- 
roleptic drugs are administered under conditions other than 
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avoidance, significant clinical benefits may not occur. 

Success has already occurred in identifying the multiple 
functions of severe behavior problems in people with devel- 
opmental disabilities. This work has shown that maladaptive 
behavior sometimes occurs as a way of producing positive 
consequences, such as attention from others or access to 
preferred objects or activities. Other times, it occurs as a way 
of terminating unpleasant or demanding situations, or as a 
way of regulating sensory input in otherwise impoverished 
environments. Assessment procedures may provide insights 
into the effect a specific drug may have by providing 
information on the functions the target behavior normally 
serves. At the same time, assessment procedures help to 
make sense of the large between-subject variability in 
responsiveness to drug treatment in people with developmen- 
tal disabilities. 

Combining this functional approach to assessment with 
pharmacological treatment of behavior disorders provides a 
promising framework for understanding drug effects on 
behavior, from which informed clinical decisions can be 
made. Especially challenging are cases in which a problem 
behavior may serve neurochemical as well as behavioral 
functions, as is possibly the case with some self-injurious 
behaviors, one of the most serious and sometimes life- 
threatening behavior problems in people with developmental 
disabilities. 

The discovery IS years ago of a bodily substance with 
opiate-like properties captured the attention of scientists and 
non-scientists alike. Within months of their initial discovery, 
endorphins C'thi^ morphine within'*) were implicated in 
everything from pain relief and pleasure centers to mental 
illness and ''runner's high". Although substantiating many of 
these initial claims has proven more elusive than first 
imagined, significant advances in the biochemical domain 
have been made. Although clinical applications have lagged 
behind, recent years have seen the emergence of a promising 
new approach to treating behavior problems in persons with 
developmental disabilities that is based in part on these en- 
dogenous opiate-iike substances. In addition to relieving 
pain, these naturally occurring endorphins are powerful 
reinforcing stimuli with the potential for addiction. This 
means that individuals may not only expend considerable 
effort to produce these chemicals, they may also suffer 
withdrawal-type symptoms when the chemicals are with- 
drawn. These behavior patterns are not unlike those ob- 
served in self-injurious behavior in people with developmen- 
tal disabilities. Initial self-injury may be accidental, occur- 
ring perhaps out of frustration or through stereotypic 
behavior that becomes progressively more intense. Early 
stages may also be accompanied by environmental support, 
through attention given by parents or staff. Whatever the 
initiating conditions, the release of endorphins can set the 
stage for an addictive cycle of self-injury. Because discon- 
tinuing this pattern induces a state of withdrawal, further 
self-injury continues as a way of warding off this withdrawal 



distress. At that point, the individual who self-injures be- 
comes physically dependent on the endogenous chemicals, 
and self-injury is viewed as a chronic pattern of opiatw self- 
administration. 

If this hypothesis is correct, we should be able to treat 
self-injury with drugs that block the effects of the opiates 
within the body. These opiate blockers, or antagonists, have 
been used for many years to treat addiction to heroin and 
other opiate drugs. Unlike other drugs used to control 
disturbed behavior, opiate antagonists are associated with 
minor and infrequent side effects, dramatically reducing the 
risks of such treatment. Our preliminary work on this topic, 
along with several other published reports, is promising. In 
a majority of cases, opiate antagonists have reduced self- 
injury with few or no side effects. In addition to reducing 
self-injury, this treatment has also produced a range of 
incidental positive benefits, enabling people afflicted with 
persistent self-injury to lead healthier, more productive lives 
in less restrictive settings. 

While these clinical gains are certainly encouraging, 
approximately one-third of all individuals with self-injury 
fail to respond to opiate antagonists, which suggests the 
involvement of other factors. It appears that self-injury has 
multiple causes that are influenced by a combination of 
environmental and neurochemical factors. Self-injury — 
even when we can demonstrate clear neurochemical 
involvement — occurs under environmental circumstances. 
A big part of gaining control over self-injury will require 
gaining control over those circumstances. This is where the 
functional approach to assessment and treatment comes into 
play. We believe that a complete understanding of self- 
injury — or any problem behavior, for that matter — will 
come only through drug treatments that are conducted 
within the context of a functional analysis of the environ- 
mental circumstances surrounding the behavior. 

We have adopted this analytic approach in several lines 
of research that are still in their early stages. In one study, 
for example, we are following the endorphin hypothesis, but 
combining it with positive behavioral interventions based on 
the functional origins of each individual's self-injury. This 
approach is based on an assumption that maladaptive 
behavior, like any other behavior pattern, serves certain 
functions. Once those functions have been identified 
through assessment procedures, intervention programs 
whose goals are to replace self-injury with mo/e adaptive 
behavior that serves the same purpose can be implemented. 
In some cases, merely increasing the frequency of positive 
interchanges in a variety of everyday circumstances — 
eating, dressing, vocational and recreational accivities — 
may be sufficient to reduce self-injury. In others, it is 
necessary to teach situation-S{)ecific responses, such as 
communication skills, to replace less adaptive forms of 
behavior. An individual with minimal verbal skills may use 
self-injury as a means of obtaining attention or assistance 

Drugs, continued on page 18 
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Summary of the National Working Conference on 
Positive Approaches to the Management of Challenging Behavior 



In June, 1990, the National Institute on Disability and 
Rehabilitation Research (NIDRR) took steps to establish its 
funding priorities for future grant competition in the area of 
positive approaches to the management of challenging 
behavior. To gain a bettei perspective on research and 
training needs, NIDRR funded a national woilcing confer- 
ence, held in Washington, D.C. and organized by the Uni- 
versity of Minnesota's Research and Training Center on 
Community Living. After extensive information gathering 
and discussion, conference participants established guiding 
principles for best practices in positive approaches to the 
management of challenging behavior, and identified priority 
areas requiring attention in future research and training. 

Participants unanimously agreed that the principles 
below represent generally accepted best practices with 
respect to assessment/intervention, training, policies, and the 
development of adaptive behaviors: 

• Assessment and intervention must occur in a range of 
relevant, integrated settings. 

• Assessment and intervention procedures must address the 
long term maintenance of socially acceptable behaviors in 
integrated settings. 

• ' ^asures used to evaluate ihe effectiveness of interven- 
tions must address: 

- the range of functional skills developed to replace 
challenging behaviors, 

- the generality of these new skills, and 

- natural contingencies that will maintain these behaviors. 

• Assessment and intervention procedures must promote 
family involvement and accommodate a diversity of 
family lifestyles. 

• Assessment, intervention, and training procedures must be 
community friendly. That is, they must minimize the 
need for people in the community to alter their behavior 
to accommodate the person with the challenging behavior. 

• Approaches to the study of challenging behavior must 
address longitudinal service delivery across preschool 
through post-school years. 

• Research and practice must avoid using intervention 
strategies that isolate, stigmatize, or cause physical 
discomfort. 

With these guiding principles in mind, conferees 
identified the following as critical areas requiring careful 
attention in future research and training priorities aimed at 
addressing the needs of individuals who engage in 
challenging behavior and their families. 



Araafi of Need In Intervention Research 

Research exploring intervention procedures that address 
challenging behaviors needs to: 

• Bridge fiinctional analysis of challenging behaviors 
and Intervention* Functional implies that challenging be- 
havior serves a purpose for individuals with severe devel- 
opmental disabilities. Functional analysis of challenging 
behavior consists of the use of staff/guardian interviews, 
A-B-C analyses, scatter plots, and environmental manipu- 
lations in order to identify what serves to provoke and/or 
reinforce an individual's repertoire of challenging 
behaviors. Best practice would indicate that the most 
logical intervention procedures snould be developed using 
information derived from a functional analysis. 

• Address health and medical issues. There is a need to 
improve our ability to create interventions that address the 
effect that prior setting events such as medical conditions, 
headaches, menstrual discomfort, seizures, ear infections, 
and heat sensitivity may have on attempts to replace 
challenging behavior with more socially acceptable 
alternatives. 

• Address social interactions and communication. Inter- 
ventions need to be developed that focus on social skills 
and functional communication as alternatives to engaging 
in challenging behavior. Although significant progress 
has been made in matching challenging behavior to 
specific social functions (i.e., requesting attention, 
escapes/avoiding task demands), there is a continuing 
need to develop more practical applications to achieve 
these matches. 

• Address environmental modiflcations* More time 
needs to be spent developing interventions that incorpo- 
rate environmental modifications into overall intervention 
plans. If it has been determined that a person engages in 
challenging behavior whenever s/he is working around a 
specific peer or when grouped with a large number of 
peers in a small area, it would make more sense and be 
less intrusive to change elements (e.g., have person work 
around a different peer, in a smaller group, or in a larger 
work area) within the person's environment rather than 
intervene directly with the person. 

• Address proactive and antecedent intervention strate- 
gies* Intervention procedures should focus on ongoing 
proactive interventions that teach alternative adaptive 
skills during times when the individual is not engaging in 
challenging behavior rather than relying exclusively on 
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reactive procedures which are implemented only after the 
individual has engaged in challenging behavior. 

Areas of Need in Mcthodology/MMsurement Research 

Research exploring intervention procedures that address 
challenging behaviors needs to: 

• Develop methodologies and intervention procedures 
that address infrequent (low rate) behavior problems. 

Socially unacceptable behavior that is emitted infre- 
quently is particularly challenging to the interventionist. 
Low frequency emissions often involve '^payback" in 
which the learner is provoked but delays his/her reaction 
(socially unacceptable behaviors) until the actions will 
have a greater impact. Few instances require longer time 
frames of analysis or analogue assessment strategies (i.e., 
structured environmental manipulations) in order to 
determine social functions served by behaviors. 

• Develop procedures for measuring changes in severity/ 
magnitude of challenging behaviors. Most measure- 
ment systems are not sensitive to severity/magnitude 
changes across time. As a result, the effectiveness of 
some interventions is not recognized. In many cases, 
effective interventions are discontinued because changes 
in challenging behaviors are not measured. 

Areas of Need in Prevention Research 

Traditionally, assessment and intervention efforts with 
respect to challenging behn*/ior have focused on those 
occasions in which individud already exhibit significant 
emissions of socially unacceptable behavior. Few efforts 
have been made to explore interventions that address 
potentially challenging behaviors before they reach levels 
that serve to create a crisis. Research exploring prevention 
procedures that address challenging behaviors needs to: 

• Investigate early indicators of behaviors that can lead 
to more challenging behaviors. For example, it should 
be possible to identify low level challenging behaviors 
that can be replaced with proactive alternatives before 
they become part of a well established communicative 
repertoire. 

• Develop and evaluate appropriate interventions that 
decrease these early indicator behaviors. Best practice 
indicates that interventions should be developed that can 
be implemented in a wide variety of contexts. Since very 
young children spend a majority of their time at home 
with their family, intervention strategies that address the 
family represent a particularly important area. It is 
critical that a menu of intervention strategies reflect the 
variety of family situations and parenting styles that the 
interventionist is apt to encounter. 



Areas of Need in Training Research 

Research exploring training needs to: 

• Develop and implement a continuum of training. 

Training should address a continuum from preservice 
(i.e., preparing personnel in a human services area to 
receive a degree), to ongoing technical assistance (i.e, an 
individual with specific expertise monitors program 
implementation on an ongoing basis, provides ongoing 
training, troubleshoots programmatic hurdles, and 
provides suggestions and recommendations). 

• Training should be provided to a variety of people. 

Training should be provided to families and agencies that 
are aimed at supporting home programs and appropriate 
ongoing technical assistance models. In addition, training 
should involve a variety of disciplines within the human 
services field (e.g., special education, psychology, 
behavior analysis, communication vlisorders, vocational 
habilitation/ rehabilitation, recreation, occupational and 
physical therapy, medical, etc.) in die training continuum 
to better integrate services for persons with developmen- 
tal disabilities who also have challenging behavior. 

Areas of Need in Systems Research 

Research exploring systems involvement needs to: 

• Establish and evaluate technical assistance models. 

Technical assistance models should be estallished to 
translate research into best practices in the form of 
program and intervention development, training, ongoing 
monitoring, and other forms of information dissemination 
and should be evaluated on their effectiveness in doing so. 

• Promote research and programs supporting families/ 
providers in the use of positive approaches to the man- 
agement of challenging behavior. The focus of these 
efforts should be on procedures that are accepted by 
families and providers, reasonable for use in typical 
settings, and do not involve physical pain, tissue damage, 
or humiliation to the person exhibiting the behavior. 

The priority areas idetuified by conferees were viewed 
as so critical that they chose not to rank them in importance. 
Instead, it was the consensus that progress is needed within 
each. Conferees agreed that outcomes of research should 
lead to meaningful changes in the lives of persons who 
engage in challenging behaviors. Recommendations 
focused on better understanding the individual engaging in 
challenging behaviors; developing proactive, ongoing 
strategies to address challenging or potentially challenging 
behaviors: providing adequate training to personnel/family 
members; and establishing adequate support systems to 
individuals, families, and service providing agencies. 

Contributed by Cheryl Light, Research Assistant. Institute 
on Community Integration, University of Minnesota. 
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Ken, continued from page 1 

self-injury. He hit his head on the walls and floors, poked 
his fingers in his nose until it bled, pulled out two of his 
teeth, pulled his genitals, and during frequent tantrums he 
threw his body against walls and other hard objects. His 
caretakers tried a variety of interventions including physical 
and chemical restraint. However, none of their efforts 
reduced the severity of Ken* s behavior problems for long 
and some of his self- injury became life threatening. 

Eventually* Ken lived at two siate-operated Regional 
Treatment Centers. While there, he pulled five additional 
teeth from his mouth, lacerated his lip, bit through his inner 
cheek and as a result spent much of his time in an acute: 
hoK^iital setting. Professionals working with him were Uill 
unable to develop a program that reduced his behavior 
problems for an extended period. Much of Ken*s daily life 
was spent in mechanical restraints or injuring himself. The 
following comment was taken from the medical record at 
one of the centers: •*Much of Ken's day is spent in SIBs 



The residential providers and the county 
human services staff had been firmly 
committed to keeping Ken in the community. 
However, due to his severe self-injury, many 
were beginning to have doubts about whether 
this would ever be a feasible plan. 



(self-injurious behaviors). His behavior is so severe he has 
not been able to even attempt to accomplish his current 
objectives.... His SIB has virtually eliminated his liking of 
any activity, edible reinforcer or physical reward. The SIB 
has superseded almost all of his work during the school day 
and thus his chances of earning rewards.** 

Ken moved into a specialized community foster home 
in 1984 when he was 16 years old. His family and the 
human services staff believed he would have a better oppor- 
tunity to learn to manage his behavior and gain skills if he 
were living in an integrated community environment. Ken 
did well in this home. He gained new skills such as washing 
dishes, setting the table, assisting in cleaning the house, 
shoveling the snow, and participating in community leisure/ 
recreation activities. His medications were reduced as his 
self-injurious behavior and other behavior problems 
lessened. However, due to personal problems of the foster 
parents. Ken had to move back to a Regional Treatment 
Center after living in this community home for only five 
months. During the next four months at a Regional Treat- 
ment Center, Ken waited for a new community foster home 
to be developed. 

In 1985, when Ken was 17 years old. he moved to the 
next community foster home where he lived for the follow- 
ing three years. His behavior problems escalated and there 
were times when he caused more damage than in any of the 



past years combined. His foster parents, a couple working 
their way through college, were committed to Ken and 
persisted in working with him throughout those difficult 
three years. During the last year and a half in this home, he 
spent much of his time at home because no public school or 
day/vocational program was able to provide services to him 
due to his self-injurious behavior. He spent a significant 
amount of time in mechanical restraints to prevent self- 
injury, with his days consisting of lying on his bed playing 
with wooden blocks or dominoes. He received several 
psychotropic medications to reduce his behavior problems. 

Ken rarely went into the community because his self- 
injury seemed to increase in community settings. A 
relaxation program was begun to teach him to relax when he 
became agitated and before the self-injury began to occur. 
Notes in the foster parents* records during this period of 
time reflect the seriousness of his condition: ''Ken is in NO 
restraints from 2:30 - 2:45 p.m. and from 30 minutes before 
dinner until just after his bath, which is just before bed- 
time.** In the summer of 1 986, Ken began to cause property 
damage in the course of his self-injury by banging his head 
into windows, walls« and mirrors. He continuously wore a 
restraint on his left hand to prevent further injury from hand 
biting. He was reported to be fiee of mechanical restraints 
for only about four hours per day. The residential providers 
and the county human services stafThad been firmly 
committed to keeping Ken in the community. However, di^e 
to his severe self-injury, many were beginning to have 
doubts about whether this would ever be a feasible plan. 

In 1986, Ken*s team contacted the Institute for Disabili- 
ties Studies, University of Minnesota, and requested 
assistance in developing a more appropriate intervention 
program for him. Dr. Travis Thompson of the Institute co- 
ordinated Ken*s medical evaluations to identify what might 
be causing or maintaining some of his self-injurious 
behaviors. His medications were revised several times 
under the diis^ction of Dr. George Realmuto, a psychiatrist at 
the University. Then, through the Institute's Technical 
Assistance Program, an interdisciplinary team conducted 
assessments in the areas of communication and recreation, 
in addition to a functional assessment of his behavior and 
precipitating antecedents and consequences. Dr. Joe Reichle 
of the University's Communications Disorders department 
developed functional communication objectives for Ken as 
the result of a systematic assessment of the communicative 
motivations for his challenging behavior. Dr. Stuart 
Schleien, of the University's School of Physical Education 
and Recreation, developed a recreational/leisure program for 
Ken. Subsequently, Ken's team developed detailed treat- 
ment intervention plans based on assessment findings. 

A vocational provider was selected and a specific plan 
to gradually introduce Ken to a work program was imple- 
mented. During the first few weeks, a vocational job coach 
worked with him for short periods at his home to establish a 
positive relationship in the environment in which he was 
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most comfortable. Gradually, Ken visited his job site for 
short periods. Then, he was taught to engage in competitive 
employment as a janitor for a few hours a day. In addition 
to this janitorial work training, Ken also received 
communication and recreation/leisure skill intervention. 

In January of 1 988, Ken's foster parents moved to 
another community and a service provider assumed respon- 
sibility for residential services for Ken, with the TechnicV 
Assistance Program staff taking responsibility for program 



The commitment to overcoming obstacles in 
providing community-based treatment has 
been rewarded by the emergence of an 
individual named Ken from a life of 
physical deterioration and self-injury to 
a life of achievements, enjoyment and 
community participation. 



design and staff training. Ken remained in the sanrie home 
in which he had been living for the previous three years and 
new staff began working with him. Because he had a 
history of increasing self-injury when changes were made in 
his life, key staff were selected to spend time with him in his 
vocational program and establish a friendship with him 
several months before the change in residential providers 
occurred. When new staff were employed for the residential 
program, each of them spent time in his day program so he 
could get to know them and establish a relationship before 
they began working with him at home. An integrated 
treatment/intervention program was developed for Ken in 
his residential setting that replicated the successful func- 
tional training that had become a critical component of his 
work program. All staff working with Ken in his home 
received intensive training from the Technical Assistance 
team and they spent time observing Ken and his job coach 
so they could learn how to continue the same kind of inter- 
actions and program interventions that had been initiated in 
his work program. 

A critical component in the development of his voca- 
tional program was the carefully planned and integrated 
behavioral, communication, and leisure programs. The 
behavior program was intertwined through all the activities 
and events in his day. The job coach who worked with Ken 
was a highly skilled behavior analyst and had frequent 
contact with each of the Technical Assistance team as the 
program was conducted. Data-based program adjustments 
were made as soon as possible when a problem was identi- 
fied. Communication training occurred throughout all of the 
different activities in Ken*s day. A graphic system of small 
line drawings was developed to teach Ken to follow a 
schedule independently. A communication system was also 
integrated into a leisure activity in which Ken went to fast 
food restaurants once per week, where he was taught to in- 



dependently order his meal. Ken also learned skills to 
engage in age-appropriate functional activities to provide him 
with pleasurable alternatives. At the day program he was 
taught to play pinball and *'Simon*' and to bowl. Once he 
acquired these skills, staff began to take Ken to conununity 
centers where he played pinball independently. 

It has been almost three years since the intensive 
treatment/intervention program for Ken began. His progress 
in daily living skills, communication skills, reducing behav- 
ior problems, and actively participating in conununity 
activities in a functionally appropriate manner is impressive. 
He transitioned into a fiill work day within a few months of 
the start of the program and only three incidents of self- 
injury occurred during that period. It has now been over two 
years since Ken has exhibited any form of self-injurious 
behavior, aggression, or property destruction. Several 
psychotropic medications (Lithium, Doxipin, Chloral 
Hydrate) were discontinued in the spring of 1989, as were the 
mechanical and physical restraint procedures. 

Ken regularly participates in a range of community 
activities. He works out at the YMCA each week and does a 
daily physical fitness program at home. He works five-six 
hours per day at a local motel providing janitorial services. 
He has acquired the skills needed to use his message board at 
home, in his work program, and at fast food restaurants. This 
program has now been expanded to purchasing items in 
stores using colored photo-duplicated symbols of product 
labels. He has learned to call people on the telephone and 
frequently requests to call people whom he likes. Just before 
Christmas of 1989, Ken asked one of the staff people in his 
home if he could get a Christmas tree, stating that he wanted 
to cut it down. The next day the staff person and Ken went 
into a wooded area where Ken selected the tree and helped 
cut it. He later communicated to visitors his pride and sense 
of accomplishment in his tree. 

When we began working with Ken three years ago, he 
was the only person in a residential program with two-to-one 
staffing 24 hours per day. Currently two other individuals 
with developmental disabilities snare Ken's home. In his 
vocational program a similar situation has occurred. Ken 
now works with several other persons and no longer needs 
two-to-one staffing. The staff people who work with Ken in 
his home and his vocational program are wonderful and 
dedicated individuals. Most of them have been working with 
him for over two years and the entire program seems like a 
network of ca}ring friends who spend a lot of time together, 
rather than a group of paid staff members. 

Ken's success has encouraged those who have worked 
with him these past few years. The commitment to overcom- 
ing obstacles in providinr community-based treatment has 
been rewarded by the emergence of an individual named Ken 
from a life of physical deterioration and self-injury to a life 
of achievements, enjoyment, and community participation. 

Mary Piggotu M.Ed., Department of Educational 
Psychology, University of Minnesota. 
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Mat, continued from page 3 

engaged in self-isolative behaviors, such as covering his 
head with the blanket and lying on the couch for hours. He 
frequently stripped while in community settings, on those 
occasions when staff were able to coax him to go out. 

After this had continued for months, the assistance of a 
behavior analyst was sought. A functional analysis revealed 
that Mat*s stripping and subsequent refusal to wear clothing 
was the result of his attempt to exert control over his envi- 
ronment, primarily to escape or avoid undesired events. For 
this reason, the behavior analyst suggested not focusing 
directly on the issue of wearing clothing, but rather address* 
ing the development of a communication system for Mat. 

When his program was implemented. Mat was reported 
to have known over 200 signs, however, he was rarely 
observed to use the signs spontaneously. When he did sign, 
others in his environment were unable to interpret his 
signing. Consequently, the behavior analyst and a consult- 
ant in augmentative and alternative communication sug- 
gested that a graphic mode communication system (i.e., a 
communication system using pictures or symbols) be 
implemented to supplement his existing system. 

The program that was developed for Mat had two main 
components. The first was to enhance his communication 
and choice-making skills, and the second was to provide 
opportunities for him to participate in activ?ies that were 
motivating and required that he wear clothes (i.e., trips out 
into the community). To address communication and 
choice-making skills, a series of Polaroid photographs were 
taken of people Mat knew and worked with, activities Mat 
liked or was required to engage in (e.g., watch MTV, go to 
McDonald* s, shave, take a shower, etc.), and a variety of 
objects (e.g., lotion, pop, cookies, etc.). Then, a minimum 
of four times each hour. Mat was presented with a choice. 
Mat would then pick one of the pictures, and staff would 
help him complete whatever activity he had chosen. Over 
the next several months, additional photographs vere added. 
By November of 1989, he had over 130 photograp^^s in his 
communication system. The photographs were mounted on 
hooks in a hallway of the house where he lived, ensuring 
that he had easy access to them. Over time, staff reported 
that Mat began spontaneously using some of the pictures to 
request items. He would, for example, bring staff the photo 
for Diet Pepsi to request a Diet Pepsi. So the communica- 
tion system served to augment not only Mat's comprehen- 
sion abilities (his ability to understand the choices being 
presented), but it also served to augment his ability to make 
his wants and needs known to oersons in his environment. 

While Mat's communication system was being devel- 
oped, staff were also trying to indirectly address his refusal 
to wear clothes by capitalizing on the fact that he seemed to 
genuinely like to go out into the community. Staff would 
periodically encourage Mat to dress. On those occasions 
when he would dress, he was then able to participate in a 
community activity that was reinforcing for him. The 



length of these outings was gradually increased. 

As time went on, staff tried to increase the amount of 
time Mat was dressed at home by requiring him to wait for 
short periods of time once he was dressed to go out into the 
community. For example, if he indicated that he wanted to 
go to the store, he was encouraged to get dressed before he 
could go. Once he was dressed, staff would say, ''Mat, I 
have to do these dishes quickly before we can go. Why 
don't you watch MTV, and we'll be ready to go in just a 
few minutes." Staff employed similar "stalling" techniques 
once Mat returned home from a community outing. For 
example, after returning home from the grocery store, he 
was encouraged to help carry in the bags of groceries 
(generally one at a time) and to help put the groceries away. 
Staff continued to implement these stalling and delaying 
techniques over an eleven month period, gradually increas- 
ing the amount of time he would remain clothed. 

Mat now wears clothes an average of 17 hours a day and 
during the past year he has not attempted to strip while in 
the community. This is not to say that his challenging 
behaviors have disappeared. He still experiences periods 
when many of these behaviors escalate. But now, these 
periods generally last only days, not months. And staff now 
feel more confident in their ability to implement strategies 
that have been successful in the past. Perhaps most impor- 
tantly. Mat's challenging behavior no longer stands in the 
way of his full participation in the local community. 

Laura Piche is Research Assistant, Department of Commu- 
nication Disorders, University of Minnesota, Paula Krage is 
Unit Coordinator and Cindy Wiczek is Primary Counselor 
at Home and Community Options, Winona, Minnesota, 
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with problems they are otherwise unable to solve (e.g., 
opening a cabinet door or obtaining a desired food item 
from the refrigerator). For this individual, the intervention 
would include teaching other ways of achieving those same 
outcomes (e.g., engaging another person in social interac- 
tion or seeking their assistance by signing their name). 
Thus, we are trying to eliminate possible environmental 
reasons for self-injury by teaching new skills that produce 
similar results. By removing both the environmental 
support (through positive behavioral programs) and the 
neurochemical support (through treatment with opiate 
blockers) of self-injury, we hope to arrive at an integrated 
approach to the problem that draws on its multiple causes. 
We believe that only by identifying the functions of 
behavior — environmental as well as neurochemical — can 
we hope to achieve lasting reductions of severe behavior 
problems of people with developmental disabilities. 

Timothy D. Hackenberg is /professor of Psychology, Univer- 
sity of Florida-Gainesville. Travis Thompson is Professor of 
Psychology and Director of the Institute for Disabilities 
Studies, University of Minnesota, 
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Training, continued from page 9 

fundamental themes underlying positive approaches; (b) 
preventive issues in providing support; (c) assessment and 
functional analysis; (d) a competing behaviors model for 
addressing problem behaviors; (e) developing comprehen- 
sive support plans, including attention to ecological vari- 
ables and setting events, antecedent manipulations, response 
and instructional interventions, consequence interventions, 
and crisis and emergency procedures; (0 issues in the ac- 
ceptability of support procedures; (g) outcomes for evaluat- 
ing support plan success; and (h) technology utilization 
issues related to the implementation of positive approaches. 

As mentioned earlier, the initial inservice training is 
spread over a number of meetings in order to provide 
participants opportunities to engage in hands-on activities 
involving the direct application of inservice information and 
materials. Learning to use positive support procedures and 
to train others to use them requires more than listening, 
discussing, and reading. It also requires using and doing. 
Consequently, applications of procedures through direct 
hands-on experiences is an essential part of the State 
Training Team Inservice. Within the context of their 
training, people on the training teams apply what they are 
learning in real situations. They evaluate real environments, 
conduct assessments and functional analyses on real people 
with real problem behaviors, and help to design support 
plans with components that are likely to be implemented. 

Such experiences are possible because of another 
important feature of the State Training Team Inservice - the 
training occurs in the context of community programs that 
support people with disabilities who display problem 
behaviors. This is accomplished by identifying a ''demon- 
stration community** during the initial stage of setting up the 
inservice in a state. A demonstration community consists of 
the various agencies anu people that provide support to a 
particular individual or group of people with disabilities and 
problem behaviors. For example, a demonstration commu- 
nity could be made up uf staff from a residential program 
and a school district, plus interested family members, a 
consulting nurse, and a case manager. The staff and 
individuals from the demonstration community would then 
attend training sessions and participate in training activities 
along with the members of the state trai> ag team. 

A key to the success of the State Training Team 
Inservice is the collaboration between the training team and 
the demonstration community participants. At the begin- 
ning of the inservice, specific individuals with disabilities 
from the demonstration community are identified as case 
study targets. These people then serve as the focal point for 
the activities of small groups (usually 3-S people) of the 
training team and demonstration community participants. 
Throughout the inservice, the small groups apply training 
content and materials as they tackle the task of developing a 
comprehensive support plan for their targeted individual. 
Opportunities for the small groups to discuss their activities 



and uie particular issues and problems they face are provided 
during each inservice session block. This provides opportu- 
nities for all of the inservice participants to face real prob- 
lems and to work out real problem-solving strategies. The 
end results of »his process are that training team and demon- 
stration community participants receive hands-on experience 
within their training, and the people receiving support reap 
the benefits of intensive attention from a small group focused 
specifically on their needs. 

To date. State Training Team Inservices have been 
implemented in 10 states (California, Oregon, Minnesota, 
Colorado, Michigan, Connecticut, Indiana, Tennessee, 
Washington, and Florida). Six additional states have been 
identified to receive the training over the next two years 
(Arizona, West Virginia, New York, Maine, Virginia, and 
Delaware). Except for California and Oregon, which served 
as initial test sites for the inservice, the states that have 
received the State Training Te'^m Inservice were selected on 
the basis of applications received from the states themselves. 
The RTC defined selection criteria and requested proposals 
from state agencies or other organizaH'^^is. In their applica- 
tion, a state is asked to describe a plan for how the training 
team would be supported and used Within the state in order to 
insure expansion and maintenance of the programs. In 
selecting states to receive training, the RTC staff wanted to 
see a plan that documented the potential for good spread of 
effect for the training. 

An exciting aspect of the results for this inservice 
training project is that several of the state training teams are 
now actively involved in training efforts of their own. In 
California, Oregon, Minnesota, Connecticut, and Colorado 
additional rounds of training have occurred or are in prog- 
ress. Other states are currently planning for future training 
efforts by their teams. Training teams are serving as a 
resource within their states and new people are being reached 
as a result of the initial State Training Team Inservices. 
Minnesota's current, in progress, plan for the use of its team 
provides an excellent example of the impact that the ''train- 
ing-of-trainers" approach can have. Additional demonstra- 
tion communities havr received training and a series of 
workshops, geographically distributed around the state, have 
been scheduled. 

The overall impact of the State Training Team In- 
services remains to be seen. Positive effects in a number of 
the states receiving training are encouraging. The true test of 
the effectiveness of these inservices will be whether increas- 
ing number^ of people with disabilities ar.d problem behav- 
iors are supported in community programs and sites. As the 
expertise of local program staff increases and as behavioral 
support resources available to local programs improve, we 
should see increased community integration for all people 
with disabilities. 

Richard W, Albin is Assistant Professor, Division of Special 
Education and Rehabilitation, and Site Coordinator of the 
Oregon RTC, University of Oregon. 
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